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Management of depression in elderly general practice patients 

Harm van Marwijk', Geertruida H. de Bock,' Jantina MA. de Jong2, Adrian A.' 
Kaptein', Jan D. Mulder 

Departments of General Practice' and Psychiatry? Leiden University, Leiden, The Netherlands 

van Marwijk HWJ, de Bock GH, de Jong JMA, Kaptein AA, Mulder JD. Manage- 
ment of depression in elderly general practice patients. Scand J Prim Health Care 
194;  12: 162-8. 

Objective - To describe general practitioners' (GP) management (i.e., recognition 
and treatment) of depression in elderly patients. 
Design - Two separate studies were performed: (a) to study recognition of depres- 
sion, a postal survey was sent to GPs; (b) to evaluate the consistency of treatment, 
patients considered depressed by GPs were described. 
Setting - general practices in the West of The Netherlands. 
Subjects - 65 GPs, and 44 patients of 7 GPs. 
Main outcome meusures - (a) degree of recognition of depression as described in 
major depression case-vignettes (b) consistency of treatment. 
Results - (a) On average 65% of the GPs recognized every depressive symptom in 
case-vignette one, while 52% of GPs recognized each symptom in case two. Most 
(39) doctors used a time criterion of less than 5 weeks for depressive disorder. 
(b) Depressed patients with at least three depressive symptoms all received treat- 
ment. Chronically depressed patients appeared to be treated somewhat inad- 
equately. 
Conclusion - The results suggest some inadequate knowledge of criteria for major 
depression and some inconsistency in treatment. The management of depression in 
elderly GP patients appears to need improvement. 

Key words: depression, recognition, treatment, elderly, family practice. 

Harm van Marwijk, MD;Department of General Practice, Leiden University, PO 
Box 2088,2301 CB Leiden, The Netherlands. 

Depression is an important health problem for 
older adults. It is a common condition which 
seriously affects a patient's quality of life and 
functional capacity (1). The point prevalence 
of major depression in community-dwelling el- 
derly is about 3% (2) ,  and 10% to 20% of older 
general practice patients have minor forms of 
depression (3). 

The management of depression is mostly with- 
in a general practice setting (4). The quality of 
this management is the subject of debate. Usually 
it is supposed that general practitioners (GPs) do 
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not recognize a sizable proportion of major de- 
pressions in the elderly (for example, see, the 
recent American consensus statement on depress- 
ion) (5). However, few studies have actually 
examined this issue in a European primary care 
setting. In a British study, GPs' opinions on de- 
pression were compared with semi-structured as- 
sessments made by psychiatrists using explicit di- 
agnostic criteria. Adequate recognition was ob- 
served, but treatment appeared to need improve- 
ment (6). 

This report aims to describe GPs' management 
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(i.e, an element of recognition: knowledge, and 
treatment) of depression in the elderly and to 
discuss the issue of whether there is inadequate 
recognition and/or treatment. Case-vignettes were 
used to study GPs’ recognition of depression in 
the elderly, and patient data were gathered to 
study treatment. 

Material and methods 
A. Recognition: the case-vignettes study 
Figure 1 shows the case-vignettes that were sent 
to a random sample of 100 GPs (92 male). To 
maximize the response the questionnaire was de- 
signed according to guidelines proposed by Erdos 
and Morgan, which include the sending of a num- 
ber of reminders (7). The doctors were randomly 
selected out of 400 GPs associated with the De- 
partment of General Practice of Leiden Univer- 
sity. One GP had died before the questionnaires 
were sent and one GP had stopped practising. Of 
the remaining 98, 68 GPs returned the postal 
questionnaire containing the two case-vignettes. 
Three GPs with incomplete questionnaires were 
considered as non-responding. An overall re- 
sponse rate of 66% was achieved after 3 response 
waves (65198). 

Table I presents characteristics of responders, 
non-responders and a national Dutch sample of 
GPs with respect to sex, age, years in practice, 
and type of practice (8). 

To study the conceptual framework that GPs 
use to diagnose depression, the two case-vignettes 
were formulated to represent a major depression 
(9) according to criteria of the Diagnostic and 
Statistical Manual of Mental Disorders, third, re- 

Figure I. The case-vignettes (8) 

Case 1: a 68-year-old man comes to the surgery with his 
daughter. His wife passed away 10 years ago. According to 
the daughter, her father has been losing weight over the last 
month, and is no longer his old self. The patient looks pale, 
and has an air of tiredness and apathy. His weight is reduc- 
ed by 5 kilograms because of poor appetite. The patient’s 
sleep pattern is broken, and he is awake all night worrying. 
He blames himself for not being home enough when his 
wife was still alive, as he was always out working. He 
regrets that he is thus unable to enjoy his pension with her. 
When he thinks about this, he becomes emotional and sad. 
Death would be a solution. 

Case 2: a 70-year-old man comes to the surgery. He visits 
the practice infrequently as his health has always been 
adequate. The reason for this visit is that he sleeps poorly 
after his wife’s death two months ago. The patient looks 
destitute and tired. He is awake all night worrying, and is 
very sad. He misses his wife and rather wishes his own 
death. Loneliness is a heavy burden to him. Life has lost its 
meaning. On further questioning, he adds that because of 
his reduced appetite he has lost 3 kilograms. 

vised version (DSM-111-R) (10). A major depress- 
ion demands the presence of at least 5 symptoms 
among which depressed mood and loss of interest 
or pleasure are obligatory. Major depression was 
chosen because of clear cut treatment conse- 
quences (5). 

In two open-ended questions, the GPs were 
then asked to name all the symptoms they con- 
sidered suggestive of a depressive syndrome in 
the presented case-vignette, and to diagnose the 
case-vignettes. 

To illustrate the measure of agreement between 

Table 1. Characteristics of respondents, non-respondents, and Dutch GPs (9%). 

Response (n=65) Non-response (n=34) Dutch GPs (n=6205) 

Males 89 97 90 
Age (years) x f sd 46.8 f 8.9 52.8 f 11.0 44 
95% CI for mean 44.4 - 49.2 49.0 - 56.6 
Established for (years) x k sd 17.1 f 8.8 22.2 f 9.0 13 
95% CI 14.9 - 19.3 20.0 - 24.4 
Single handed (%) 60 77 53 
95% CI 48 - 72 60 - 94 

Non-responders differed significantly from responders in age and in mean duration of settlement (CI differences 1.3 - 9.3, 
and 2.G - 6.8 years). Both groups had been settled as a GP for significantly longer than the entire population. 
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Table 11. Differences and similarities between criteria for Depressive Disorder according to ICHPC-2- 
Defined, and for Major Depression and Dysthymic Disorder according to DSM-111-R. 

ICHF'PC-2-Defined DSM-111-R 
Depressive Disorder Major Depression Dysthymic Disorder 

Structure: 

Core symptoms 

- decrease in interest - + - 

Minimum # of symptoms 23 r 5  r 3  

- depressed mood - + + 

Content: 
- depressed mood 
- suicidal thoughts or attempts 
- decrease in interest 
- indecisiveness 
- worthlessness/sense of guilt 
- insomnidmoming tiredness 
- anxietyhmtability 
- psychomotor agitation 
- psychomotor retardation 
- hypersomnia 
- change in appetite/weight 
- loss of energy 
- concentration-problems 
- loss of sexual drive 

Duratiodintensity: 
- duration (yrs.) 
- intensity (almost daily) 
- social dysfunctioning 

+ 
+ 
+ 
+ 
+ 
+ 
+ 
+ 
- 

- 

- 

+ 
+ 
+ 
+ 
+ 
+ 
- 
+ 
+ 
+ 
+ 
+ 
+ 
+ 

r 2  wks. 
+ 
+ 

r 2  
+ 
- 

Exclusion criteria: 
- - - psychosis + 

- organic background - + + 
- uncomplicated bereavement + 
- brief depressive reaction (r6 months) 

+ - 
- - + 

psychiatric and primary care definitions of de- 
pression, Table I1 presents differences and simi- 
larities between major depression and dysthymic 
disorder according to DSM-HI-R, and depressive 
disorder according to the International Classifica- 
tion of Health Problems in Primary Care 
(ICHPPC-2-Defined). Depressive disorder re- 
quires the presence of at least 3 symptoms (1 1). 

Both cases vary in the number of symptoms, 
and the recency of the presumed precipitant mo- 
ment. Examples from other studies were used to 
model the case-vignettes (12). Their clinical 
validity was enhanced by presenting them first to 
medical and research staff of the Department of 
General Practice (n=15) and by including their 

comments in the final version of the case-vi- 
gnettes. 

At the end of the questionnaire, the GPs were 
asked whether they applied formal diagnostic cri- 
teria or a classification system. Then they were 
given the minimum duration criteria described in 
the DSM-111-R and were requested to specify 
their own minimum time criterion for a depress- 
ive syndrome in weeks. 

B.  Treatment: the study on patients considered 
depressed by GPs 
Seven GPs in the region of Leiden, including the 
first author, invited 46 1 consecutive consulting 
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patients from April to July 1990 to enter the study 
(3). A total of 77 patients were excluded: 16 
patients for cognitive dysfunction or possible de- 
mentia; 16 patients for incomplete questionnaires; 
26 patients who declined to take part; 19 patients 
for other reasons. This meant that 384 patients 
were available for analysis. The 77 non-partici- 
pants and exclusions (17 male and 60 females, 
with a mean age of 77 years, SD=7.7, range 65- 
95) were on average 2 years older than the partici- 
pants (p=O.O14). 

Data were available on 44 of 53 (out of 384) 
patients considered as mildly or seriously depress- 
ed at the time by the GPs (3). For 3 patients no 
permission was obtained for this part of the study 
and in 6 cases the GP did not complete the ques- 
tionnaire. The 9 non-participants, 2 men and 7 
women, did not differ significantly from the 44 
other patients except for housing conditions 
(p<0.05): there were proportionally more non-re- 
sponders (n=6) among patients who lived in 
homes for the elderly than among patients living 
on their own (n=3). The sample consisted of 5 
males and 39 females, with a mean age of 74 
years (range 65-85); 35 patients were living on 
their own, 9 in homes for the elderly; 20 patients 
were mamed or living with a partner, 24 were 
widowed, divorced or single. The GPs considered 
one of 44 patients as being psychotic at the time. 

A routine hypertension (n=8) or diabetes 
check-up (n=6) was for 14 patients the main rea- 
son for the consultation. Only eight patients men- 
tioned a psychosocial problem as one of the rea- 
sons for initiating their encounter with the GP at 
the time. 

Three participating GPs were involved in 
undergraduate or postgraduate medical training. 
Six had at least five years of experience in general 
practice. The mean practice list size was 2600 
patients (range 2200-3000), while the average list 
size in The Netherlands is 2400. 

The doctors provided additional information 
about the reasons for the encounter of patients 
they considered as depressed, the length of the 
depressive episode, and which management deci- 
sions were made. These data were coded, using 
the International Classification for Primary Care 
(ICPC) (1  3). 

To model treatment, the duration of the de- 
pressive episode was considered dichotomously: 
either less than 6 months or 6 months and longer. 

ICHPPC-ZDefined permits a 'brief depressive 
stress reaction' if symptoms last less than 6 
months (Table 11). On the basis of this criterion, 
the assumption was that active treatment was less 
likely to be initiated within six months. Treatment 
options were distinguished into five groups: sup- 
portive counselling, follow-up appointment, ben- 
zodiazepine prescription, antidepressant prescrip- 
tion, and referral to mental health care. 

Fisher's exact test (2-tailed) was used to study 
the association between sex vs. response, and 
treatment vs. depressive symptoms and length of 
depressive episode. Confidence intervals (95%, 
CI) were calculated for differences between re- 
sponders and non-responders on other variables. 
Data were analysed with SPSS-PC+, version 4.0. 

Results 

A.  Recognition: case-vignettes 
Table I11 shows the number of doctors who recog- 
nized a depressive symptom. The mean number 

Table Ill. Number of GPs who suggested a parti- 
cular depressive symptom in two case-vignettes 
(n=65). 

Case-vignette 1 Case-vignette 2 

n % n % 

1 .  Depressed mood 31 48 20 31 
2. Decrease in 

interest 44 68 6 9 
(and depressed 
mood) 13 20 12 18 

3. Suicidal thoughts 
or attempts 50 77 42 65 

4. Sleeping problems 57 88 53 82 
5. Change in 

appetite/weight 58 89 54 83 
6. Loss of energy 26 40 27 42 
7. Psychomotor 

retardation 43 66 1' 2' 
8. Worthlessness/ 

self-reproach/ 
inappropriate or 
excessive guilt 30 46 9' 14' 

Mean # of recogn- 
izing each symptom 42 (339/8) 34 (20216) 

* symptom not present in case-vignette 
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of depressive symptoms considered suggestive of 
a depressive syndrome in case-vignette one was 
6.0 (SD 2.2, range 0-12). 

The mean number of GPs who recognized each 
of 8 depressive symptoms in case one was 42 
(339/8; 65%), while 51 GPs (78%) diagnosed a 
depressive syndrome. In case-vignette 2, the 
mean number of symptoms was 4.5 (SD 2.0, 
range 0-10). The mean number of GPs who rec- 
ognized each of 6 depressive symptoms was 34 
(202/6; 52%). In this case, 37 GPs (57%) diag- 
nosed a depressive syndrome. 

Only a minority of GPs employed formal diag- 
nostic criteria in any way: 11 GPs used DSM-III- 
R criteria, 3 used Zung’s Self-rating Depression 
Scale, and one GP utilized ICHPPC-2-Defined 
criteria. According to 22 of 65 GPs who had 
answered this question (34%) a depressive syn- 
drome requires no minimum time-criterion. The 
other 43 GPs used a time-criterion of 5 weeks or 
shorter. 

B .  Treatment: patients considered as depressed 
by GPs 
Table IV shows combinations of treatment conse- 
quences for the 44 patients, given the GPs assess- 
ment of depression. 

Mostly the doctors provided supportive coun- 
selling (n=27, 61%). The GPs prescribed medica- 
tion to 12 patients (benzodiazepines (n=3, 7%), 
and antidepressants (i.e., 1 considered severely 
and 8 mildly depressed by the GP, n=9, 20%). 
Antidepressants were prescribed to patients in low 
doses. The doctors specifically requested 18 pa- 
tients to make follow-up appointments (41%). 

Three patients, one seriously depressed, were re- 
ferred to mental health professionals (7%). 

Table V presents two quantitative management 
indices: treatment by symptoms and by length of 
depressive episode. All patients (n=8) with three 
or more symptoms received treatment. Treatment 
was associated with symptoms ( ~ 4 . 0 2 )  and 
length of depressive episode (p4.03). 

Discussion 
The two aims of this study were (a) to evaluate 
how many GPs recognize the symptoms and syn- 
dromes present in two major depression case-vi- 
gnettes of elderly patients, and (b) to describe 
GPs’ therapeutic policies with regard to this 
problem. 

A.  Recognition: the case-vignettes 
The study with the case-vignettes showed that 
about 59% (mean, case 1 65%. case 2 52%) of 
single symptoms put in both major depression 
case-vignettes were identified adequately by the 
GPs. Two thirds of the GPs (mean, 78%, 57%) 
adequately considered a depressive syndrome in 
both case-vignettes. These results suggest that 
about one third of all GPs may need to improve 
their knowledge of major depression in the el- 
derly. 

The case-vignettes method surely has draw- 
backs. One limitation concerns the validity of the 
reference standard, the case-vignettes. In general, 
this method appears reliable and valid (14). How- 
ever, it allowed us to study only one element of 

Table IV. Combinations of management options (44 depressed patients; + = present; - = absent). 

Supportive 
counselling 

- 
+ 
+ 
+ 
+ 
+ 
+ 

FOIIOW-UP 
appointment 

- 
- 
+ 
+ 
+ 
- 
- 

Benzodiazepine Antidepressant 

- 
- 
- 
+ 
- 
+ 
- 

n 

17 
6 
8 
7 
3 
2 
1 

% 

38.6 
13.6 
18.2 
15.9 
6.8 
4.5 
2.3 

Total 44 100.0 
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Table V .  Quantitative management indices: treat- 
ment, by number of symptoms and lenght of de- 
pressive episode (44 depressed patients). 

Symptoms (+: z 3 )  

Trearment 
+ 

17 
39% 

27 
61% 

Column 36 8 44 
Total 82% 18% 100% 

Length (+: L 6 months) 

Row 

Treatment 
27 

17% 68% 61% 

Column 6 38 44 
Total 14% 86% 100% 

recognition: the GPs’ knowledge of depression 
(e.g., interview skills were not considered) (15). 
Thus no conclusions can be drawn with regard to 
actual performance in practice. One advantage of 
this method is that it excludes variations in man- 
agement that may be attributable to patients, with 
their own particular mode of presentation or pref- 
erences. This may be even more true for elderly 
patients who have a tendency to underreport de- 
pression (5). 

As usual we were plagued by the problem of 
non-response. Only 65 doctors returned a com- 
plete questionnaire, although for mail surveys this 
response rate (66%) is adequate (7). The respon- 
ders were nonetheless representative for the entire 
population of Dutch GPs. The non-responders 
were older and had more experience in practice. 

Although most GPs (43) made use of a time 
criterion of 5 weeks or less for a depressive syn- 
drome, ICHPPC-2-Defined sets no minimum time 
for a depressive disorder. Compared with the 
more precise time-rule described in DSMIII-R, 
the lack of a specific time-criterion for mild de- 
pressive disorder may be considered a weakness 
of ICHPPC-2-Defined. The new provisional revi- 
sion of the International Classification of Dis- 
eases (ICD-lo), which will be compatible with 
ICHPPC, allows for a ’depressive episode of mild 
severity’ by requiring a minimum duration of 2 
weeks (16). 

B.  Treatment: the patients considered depressed 
by GPs 
Overall rates of prescription of antidepressant 
drugs and referral were low. A total of 17 of the 
44 patients (39%) received no management while 
they were considered depressed by the GP, but all 
depressives with three or more symptoms did re- 
ceive treatment. Of all patients with a depressive 
episode of six months or more, 12 (3 1 %) received 
no treatment. The association (RR: 10.8) between 
length of depressive episode and treatment had a 
wide confidence interval (1.1 - 103.8), indicating 
that the association was not dependable. These 
findings suggest that patients were treated in a 
consistent way. 

The observed data on treatment appear to con- 
firm the very limited findings from detailed stu- 
dies in primary care (i.e., treatment may need 
some improvement) (6).  However, it is somewhat 
difficult to interpret these data. A German study 
in primary care outpatients with functional com- 
plaints shows that the majority of depressed pa- 
tients in general practice fall into the group of 
Depression Not Otherwise Specified (DSM-111-R) 
or Depressive Disorder (17). What constitutes ad- 
equate treatment for this condition is not clear, 
although a proportion of these patients may bene- 
fit from conventional antidepressant treatment. 
Second, only 8 of the 44 patients considered de- 
pressed by the GPs mentioned a psychosocial 
problem as a reason for the encounter. Perhaps 
patients did not agree with the diagnosis of de- 
pression, and therefore with treatment. 
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Conclusions 
Keeping the limitations of our study in mind, the 
results suggest inadequate knowledge among 
some GPs and some inconsistency of treatment of 
depression in elderly GP patients. Further study is 
needed. 
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